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on every 
count 


SUPERIOR 


Superior flavor 


Exceptionally pleasant tasting...leave no unpleas- 
ant after-taste... readily accepted without coaxing. 


Superior stability 


Require no refrigeration; no expiration date on 
labels. May be safely autoclaved with formula. 


Superior miscibility 
Disperse instantly in formula, fruit juice or water 
... mix well with Pablum and other solid foods. 


Superior convenience 

In ready-to-use form... no mixing necessary. 
Calibrated dropper assures easy, accurate dosage. 
For young infants, drop directly into mouth or mix 
with other foods. For older infants, measure into a 
spoon. 


infants 
laments for intan 
Cuperior vitamin Supp 6 


Each 0.6 cc. of Poly-Vi-Sol supplies 
Vitamin A 5000 units 


Vitamin D 1000 units 
POLY-VI-SOL 
Thiamine 1m 
SIX ESSENTIAL VITAMINS FOR DROP DOSAGE a pe 
Niacinamide 6 mg 


Each 0.6 ce. of Tri-Vi-Sol supplies 


Vitamin A 5000 units 
Vitamin D 1000 unas 

Ascorbic acid 50 mg 
VITAMINS A, 0 AND C FOR DROP DOSAGE All vitamins are in synthetic, hypoalier- 


genic form 
Available in 15 cc. and 50 cc. bottles, with 


MEAD JOHNSON & COMPANY calibrated droppers 
Evansville, indiana, U.S.A. 
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NOW: for Adults and Children! 


ephenalin. 
PEDIATRIC 


First, under tongue for 
quick asthma relief 


from aludrine (Isopropyl arterenol) HCl in coating 


Then, swallow tablet for 
prolonged asthma control 


from theophylline, ephedrine, phenobarbital, contained in tablet core 


NEPHENALIN, the “‘relay-action” tablet combining two widely prescribed, 
complementary anti-asthmatics, is now available in two potencies: the familiar 
square, purple tablet for adults, and the smaller square, red tablet for children. 
Since a single NEPHENALIN tablet provides quick asthma relief, thereby often 
replacing the nebulizer, and since relief lasts about four hours, many asthmatic 
patients will find it the most convenient and efficient anti-asthmatic they 


have ever used. Bottles of 20 and 100 tablets. 


Theos. Leeming Co Ine. 155 East 44th St., New York 17 
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ORIGINAL ARTICLES, brief reports of 
rare and interesting cases, or new modes 
of treatment are solicited, but none will 
be considered for publication except with 
the distinct understanding that it is 
contributed exclusively to this journal. 
Manuscripts must be typewritten, double- 
spaced, and the original, not the carbon, 
copy submitted. The editor and publish- 
ers will not be responsible for views ex- 
pressed. 

ILLUSTRATIONS, as in the judgment of 
the editor are necessary, will be furnished 
free when satisfactory photographs or 
drawings are supplied. Photographs must 
be clear and distinct: drawings must be in 
India ink on white paper. 

COPYRIGHT. — Original communications 
appearing in this journal are protected by 
copyright and can not be reproduced, either 
wholly or in part, without permission of the 
publishers. 


REPRINTS of articles appearing among 
“Original Communications” may be ordered 
immediately upon receipt of galley proof 
by communicating direct with the publish- 
ers, E. B. Treat & Co., Inc., 45 East 17th 
Street, New York 3, who will supply their 
schedule of prices. 

DISCONTINUANCES. — The publishers 
must be notified when a subscriber wishes 
his journal stopped and all arrearages 
must be paid. Without such notification 
it is assumed that a continuance is desired. 
Journals returned are not notice of dis- 
continuance. 

REMITTANCES should be made by check, 
draft, post office or express money order. 
If currency is sent, the letter should be 
registered. Stamps in amounts under one 
dollar are acceptable. 

CHANGE OF ADDRESS NOTICE should 
give both the old and the new and state if 
change is permanent or temporary. 


CONTENTS 


ORIGINAL COMMUNICATIONS 


Thalassenna in Two Egyptian Families. 


M.R.C.P., D.CH. 


H. SuuKry, 


and S. Awwaap, M.B.BCH.. M.D.CH. 


Treatment of Mongolism and Non-Mongoloid 


Mental Retardation in Children, 


Hyman Goupstein, M.D., Sc.D. 


(Continued on page 5) 


fn 
45 
{ 
‘ 
; 
/ 
‘ 
= 
3 
AG 


ONE INJECTION... 
ONE MONTH’S PROTECTION 
INJECTION 


BICILLIN’ 


(Long-Acting) 


dibenzylethylenediamine dipenicillin G 
1,200,000 units in disposable syringe 


IN RHEUMATIC-FEVER 
PROPHYLAXIS 


With only one injection a month, BICILLIN 
—in the new dose form of 1,200,000 units 
—offers sustained action against strepto- 
coccal infection . . . provides effective 
prophylaxis! in rheumatic fever. The single 
injection promotes adequate, month-long 
blood levels? of penicillin for preventing 
streptococcal infection, combating rheu- 
matic-fever recurrences. The BICILLIN regi- 
men permits effective /ong-term manage- 
ment, offers economy, makes certain that 
the patient receives medication, eases the 
burden of patient and physician alike. 


Available: Injection BictLLIn—1,200,000 
units, single dose, disposable syringe (2 
cc. size) 

References: 1. American Heart Association: Mod. Concepts 


Cardiovas. Dis. 22:60 (Jan.) 1953. 2. Stollerman, G. H.; and 
Rusoff, J. H.: J.A.M.A. /50:1571 (Dec. 20) 1952 


BICILLIN™ 


ome acres 


— 


Wyeth 


Philadelphia 2, Pa. 
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(Continued from page 3) 


Rubella in Pregnancy. 


A gentle laxative modifier of milk. One or 
two tablespoonfuls in day’s formula —or 
in water for breast fed babies — produce 
marked change in stool. Send for samples. 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Ill. 


CIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the 
distressing spasmodic cough. Also valuable in 
Bronchitis and Bronchial Asthma. 


In four-ounce original bottles. A teaspoonful every 
3 to 4 hours. 


Extensively Used in Pediatric Practice. 
GOLD PHARMACAL CO. NEW YORK CITY 
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BETWEEN 


WHAT 
THEY 
NEED 


and 


WHAT 
THEY 
EAT 


Pluravit® 


Drops 
+ 


Pellets 


A simple means of protecting youngsters against their 
own nutrition faults is the prescription of Pluravit —a 
combination of vitamins needed during the years when 
growth and energy demands are high, in the form of 
Drops and Pellets. 


Plaravit Drops. added to formula or beverage, 
disperse readily and uniformly; do not adhere to 
glass or float on surface, assuring full utilization. 
Excellent stability. Bottles of 15 ce. with dropper. 


Pluravit Pellets are small and easily swal- 
lowed. Bottles of 30, 100 and 1000 pellets. 


WINTHROP-STEARNS INC. 
New York 18, N.Y. © Windsor, Ont. 


WINTHROP 


Ploravit, trademark reg. U.S. Pat. Off. 
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tastes good 
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Children find Mulcin so delicious that they're 


always eager for more. Good-tasting Mulcin supplies 


supplies: 
Vitamin A 
Vitamin D 
Recommended Daily Allowances have been established. ~ orbic acid spree 
hiamine mg. 
Tempting Mulcin has all the rich flavor and aroma Riboflavin 1.2 mg. 
Niacinamde 8 mg. 
of real orange juice. There’s no need to coax even finicky end 


well balanced amounts of all vitamins for which 


16 ounce bottles. 


children to take Mulcin. Free-flowing, easy-to-pour Mulcin 
does not separate and requires no shaking. For infants, 
Mulcin mixes easily with formulas or other foods. 
With Mulcin, refrigeration is unnecessary. Specially safeguarded 


stability assures the full potency you prescribe. 


puts a smile 


the orange-flavored multivitamin liquid 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. Q@Zgag3 
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Picturesque—but 


it could be a reservoir of diarrheal infection. 

Against the common diarrheas, STREPTOMAGMA brings potent 
antibacterial action plus adsorbent, demulcent and protective 
effects. Clinical experience with STREPTOMAGMA indicates 
that remission is nearly always prompt and complete. 


STREPTOMAGMA’, 


Dihydrostreptomycin Sulfate and \ 
Pectin with Kaolin in Alumina Gel 
ectin wi aolin in Alumina Ge Wyeth 
R) 


Bottles of 3 fl. oz. Philadelphia 2 Pa. J 
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no nightmare of fear 


® Fright-born nightmares of surgery need not trouble your 
little patients. PENTOTHAL Sodium, administered rectally, 
lets them drop into untroubled sleep before surgery in the 
NO PAIN _ security of their own beds and awake there afterward. 
They never know the traumatic experience of surgery’s 
blinding lights, the gowned, masked figures, the smother- 
NO MEMORY ing fear of a strange appliance lowered over the face. 
Individualized dosages of Rectal PENTOTHAL permit levels 
ranging from preanesthetic sedation to basal anesthesia. 
With Rectal PENTOTHAL, emergence delirium and post- 
anesthetic nausea are minimized. Rectal PENTOTHAL also 


may serve as the sole agent in Abbott 
many short, minor procedures. 


Send for Literature 


“PENTOTHAL SODIUM By Rec- p e n t ot h a | 
tum"—36-page discussion of SODIUM 
anesthetic hypnosis and basal 
onesthesia—results from nearly 
4,000 . Write Abbott 


1-84-54 
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reports On its use in patients 
with pneumococcal pneumonia, sur- 
“gical infections, or urinary tract 
infections Indicate that the cra! 
administration of tctracycline is 
followec by rapid response. 
Symptoms, including fever, largely 
cleared up within 24 18 hours.” 


1. English, A. R., etal: Antibiotics Ancval (1983-1954), 
Nevi York, Medial Encyclopedia, 
2. Finiand, Brit. My 2:4846 (Nov. 21) 1953. 
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BASIC chemically 


The structure of this newest antibiotic represents a 
nucleus of modern broad-spectrum antibiotic activity. 


BASIC clinically 


This newest broad-spectrum antibiotic has a 


wide range of action against respiratory, 


gastrointestinal, soft-tissue, urinary and 


mixed bacterial infections due to pneumococci, 


streptococci, staphylococci and other 
gram-positive and gram-negative organisms. 


“Data thus far available would indicate that the 


use of tetracycline is accompanied by a significantly 


ower incidence gastrointestinal symp s. 
lower incidence of gastrointestinal symptom 


This newest broad-spectrum antibiotic may 
often be used with good success in patients in 


whom resistance or sensitivity to other 
forms of antibiotic therapy has developed. 


brand of TETRACYCLINE 


BASIC among broad-spectrum antibiotics 


supplied: TETRACYN HYDROCHLORIDE TABLETS (sv gar coated) 
250 mg., 100 mg., 50 mg. 


TETRACYN HYDROCHLORIDE INTRAVENOUS 
Vials of 250 mg. and 500 mg. 


TETRACYN ORAL SUSPENSION (amphoteric) 
(chocolate flavored) 

Bottles of 1.5 Gm. ; provides 250 mg. 

per 5 cc. teaspoonful. 


J. B. ROERIG AND COMPANY, Chicago 11, Illinois 
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Fresh-Frozen and Freshly-Squeezed Orange Juice 


Two years ago, findings of importance to 
dietitians everywhere were published, empha- 
sizing the superiority of reconstituted MINUTE 
Malp Fresh-Frozen Orange Juice over home- 
squeezed juice of the same type oranges, in 
three respects: 

(a) Average levels of ascorbic acid signifi- 
cantly higher in MINUTE Malp: Obviously, 
this advantage of MINUTE MAID, observed in 
the samples tested, is susceptible to variation, 
from season to season, as crops differ. It 
should be emphasized, however, that, penny 
for penny and year after year, the lower-priced 
MINUTE MAID offers the housewife more ascor- 
bic acid than she could get from home-squeezed 
orange juice. 

(b) Peel oil content significantly lower: Sam- 


ples of orange juice, home-squeezed by typical 
housewives, showed contents of peel oil, a 
cause of allergic response and poor tolerance, 
especially in infants, were up to 700% higher 
than in MINUTE MaIp! 

(c) Bacterial counts dramatically lower: Bac- 
terial counts were found to be as high as 
350,000 per ml. in home-squeezed samples, but 
were uniformly low in MINUTE MAID. 

Since publication of the above findings, 
more and more physicians are recommending 
MINUTE MaIp Fresh-Frozen Orange Juice in 
place of home-squeezed orange juice where 
optimum year-around intake of natural Vita- 
min C is indicated. 

And now comes more evidence in favor of 
MINUTE MAID... 


New Assays Reaflirm Dietary Advantages of Minute Maid 


Fresh-Frozen Orange Juice on a Cost Basis 


A second report comparing the individual 
mineral and vitamin values of MINUTE MAID 
Fresh-Frozen Orange Juice and home-squeezed 
juice of the same type oranges has recently 
been published. 

In this latest study, each sample was ana- 
lyzed separately. The analyses showed that 
MINUTE Mal Fresh-Frozen Orange Juice was 
equal to, or superior to, the home-squeezed 
juice in all of the components listed below: 


TABLE 
Mean Values in Samples Tested 


HOME- 
SQUEEZED 
ORANGE 
JUICE 


MINUTE MAID 
FRESH-FROZEN 


COMPONENT UNITS 


Betaine mg./100 ml. 46 
Biotin meg./100 ml. 0.26 
Choline mg./100 ml 12 
Cobalt meg./100 ml 67 
Folic acid meg. /100 ml x 2. 
Todine meg./100 ml oO. 
Manganese meg./100 ml 18 
Nitrogen 
Total mg./100 ml 79 
Amino mg./100 ml 22 
Volatile mg./100 ml 7 
Non-volatile | mg./100 ml 72 
Pantothenic 
acid meg. 
Para-amino- 
benzoic acid | meg./100 ml. 4 
Phosphorus mg./100 ml, 18 
Potassium mg./100 ml. 
Riboflavin | meg./100 ml. 17 
Tocopherols | mg./100 ml. 104 
Vitamin A | meg. 100 ml. 16 
Thiamine | meg./100 ml. 83 
Vitamin | meg./100 mi 0.0022 0.0012 


100 ml. 145 


Although the results are again susceptible 
to variation according to crop and year, 
Fresh-Frozen MINUTE MAID was equal to the 
home-squeezed juice in the samples tested for 
the largest number of components listed; and 
in the mean values for iodine, manganese, 


potassium, Vitamins A and Biz, MINUTE MAID 
showed appreciably higher values. 


SUMMARY 

These new findings help enlarge professional 
knowledge of the nutrient constituents of 
orange juice in general and add fresh evidence 
that, on a cost basis, MINUTE Map Fresh- 
Frozen Orange Juice has significant dietary 
advantages. Penny for penny, MINUTE MAID 
offers not only more Vitamin C, but also more 
of all the other vitamins and minerals listed 
than home-squeezed orange juice. 


Taken in conjunction with the previously 
published findings, this should confirm the 
choice of physicians who recommend MINUTE 
MAID in place of home-squeezed orange juice. 


REFERENCES: 
(1) Rakieten, M.L., et al., Journal of the Ameri- 
can Dietetic Association, October, 1951. 
(2) Joslin, C. L., and Bradley, J. E., Journal of 
Pediatrics, Vol.39, No.3, pp.325-329(1951). 
(3) Rakieten, M.L., et al., Journal of the Ameri- 
can Dietetic Association, November, 1952. 
(4) Assn. Official Agricultural Chemists: Meth- 
ods of Analysis, 7th ed. Washington: Assn, 
Off. Agric. Chemists, 1950. 


Reference #3 still available 
in reprint form. 


488 Madison Ave., N.Y. 22, N.Y. 


WALLACE R. ROY, Ph.D., 
Director of Research 
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MEAD’S LIQUID FORMULA FOR INFANTS 


| Lactum 


- 

vb: 

4 
: Conforming in every respect to the latest and ene 

nutr al advantages, plus new convenience made pos- 
ble by its ready-to-use liquid form. 4 
7 4 Outstand ng amona | act im's nutrit onal benefits ts 

generous milk protein content—providing a n than- 
ample margin of safety above the Recommend Daily 
‘\ ~~ Allowance. Its natural milk fat not only Ips 

tively utilized of Ca es but permits a uniformly 
carbohydrate (Dextri-Maltosé rporated for caloric 
’ adequacy and prot paring. * 
AN > re, La Cts 
Lactum’s time-saving conv ned by today's 
busy young mothers. They m part to 
; 1 part water for a formula supplying fluid e... 

ounce 
MEAD) MEAD JOHNSON & COMPANY EVANSVILLE, INDIANA, U.S.A. 


Now...bananas in ideal form 
: for infant feeding 


ae Strained nara a wide Years of research were devoted to perfecting 
a variety for you to recommend: Fruits, 

; : our Beech-Nut Strained Bananas for the feed- 
Vegetables, Meat and Vegetable 

Soups, Desserts, 4 Cooked Cereals. ing of infants. 


Made from the choicest fruit, Beech-Nut 
Strained Bananas have the fresh banana flavor 


= babies love. Scientific processing retains the fla- 
| vor and natural food values to high degree. 


Beech-Nut Strained Bananas are pre- 
cooked, ready to serve right from the jar, or 
beaten into the formula. They retain flavor and 
color even when the reseal glass jar is stored in 
the refrigerator. Like other Beech-Nut Strained 
Foods, they can please your young patients 


All Beech-Nut standards of production 
and advertising have been accepted by 
the Council on Foods and Nutrition of 
the American Medical Association. tionally and emotionally. 


BEECH-NUT FOODS FOR BABIES 


from the very start—help them thrive nutri- 
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this child could gain 10 pounds 


with palatable oral fat emulsion 


ll 


An unusually palatable dietary additive, EDIOL 
caloric boost can be taken alone and also combined 
with a variety of foods. Just two tablespoonfuls 
without gastric burden  «.i.d. of this delicious oral fat suspension 
ee provide 600 extra calories. For still higher caloric 
intake, more may be prescribed as required. 


EDIOL micronized emulsion of coconut oil (50%) and 
sucrose (12'2°.), supplied in bottles of 16 fluid ounces. 


New York 1, New York 
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ERAPY 


CHLORIDE 


FITS YOUR TREATMENT TO THE CAUSE 


FECAL IRRITATION 


Dispane PERI-ANAL 


FOR: Peri-Anal Dermatitis 

CRITERIA: Inflammation centered around the anus 
from 3 to 4 cms. in diameter and frequent stools. 
CAUSE: Transitional stools in the newborn, 
diarrhea or following oral antibiotics.! 

MODE OF ACTION: Provides a skin coating with a 
competitive protein substrate, plus anti-enzymatic 
and antibacterial action in a water-repellent, 
cod-liver-oil base. 


URINE IRRITATION 


Dispane OINTMENT 


FOR: Ammonia Dermatitis 

CRITERIA: Presence of ammonia odor and buttock- 
inflammation in apposition to wet diaper. 
CAUSE: Free. ammonia liberated by urea- 
splitting organisms. 

MODE OF ACTION: Prevents ammonia formation 
in voided urine with an antibacterial in a water- 
miscible base*.® . . . adjuvant therapy to routine 
Diaparene Rinse impregnation of diapers.7-6 


1. Manheim, S. D., et al: “Further Observations on Anorectal Complications Following Aureomycin, Terramycin and 


Chloromycetin Therapy.” N. Y. State Jrnl. Med., 54:37-1, Jan., 1954. 


2. Curry, J. C. and Barber, F. W.: Bacteriological Proceedings, 1951, of The Society of Am. Bact., page 23. 


3. Grossman, L., St. Francis Hospital, Miami Beach, Fla., to be published. 
4. Niedelman, M. L., et al: Jen. Ped., 37:762, Nov., 1950. 
§. Bleier, A. H., et al: Arch. Ped., 69:445, Nov., 1952. 


6. Benson, R.A., et al: Jnl. Ped., 31:369, Oct., 1947. 
7. Ibid: Irnl. Ped., 34:49, Jan., 1949. 


chp) PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, N. Y. TORONTO 10, CANADA 


NOT 
NIT > NGS ty 
SS 
NS % & 
NS ® Z 
v 
e 
e 
| 
‘ 
— 
< 


ARCHIVES OF PEDIATRICS 


VoL. 71 MARCH 1954 No. 3 


JOHN FITCH LANDON, M.D., Editor 


EDITORIAL BOARD 
HAROLD R. MIXSELL, M.D., New York PHILIP M. STIMSON, M.D., New York 
REUEL A. BENSON, M.D., New York JOHN ZAHORSKY, M.D., St. Louis 
FREDK. H. WILKE, M.D., New York 


THALASSEMIA IN TWO EGYPTIAN FAMILIES* 
H. Suuxry, M.R.C.P.. D.CH. 


Professor of Pediatrics 


AND 


a S. Awwaap, M.B.BCH., M.D.CH. 

a Assistant Professor of Pe rtics 

Cairo, 

; Che first record of Cooley’s anaemia in Egyptian children was 
Q by Diwani (1944). The present work is a study of the disease in 
two Egyptian families. 


Historical Review. Cooley (1925) described his first five cases 


and gave the name erythroblastic anaemia to the condition, This 


term was found later to confuse this condition with erythroblastosis 


faetalis, so the term Cooley’s anaemia was used in preference. As 


most of the reported cases were in children of Mediterranean 


stock, (Greek, Italian, Syrian and American), Whipple and Brad- 


ford (1936) suggested the name thalassemia or Mediterranean 


anaemia from the Greek word “sea.” Cooley and Lee (1932), 


however, commented that they were not inclined to lay great stress 


on the limitation of this disease to a particular race. Definite cases 


had been reported in genuine Indian, English and Chinese chil- 


dren (Dhayagude, Bywaters, Foster). 
Until 1940 the condition was considered to be rare as no more 


than 100 cases were reported (Whipple and Bradford). The great 


advance in our knowledge of thalassemia was then achieved by 
Wintrobe and associates (1940), who described a milder form of 
the disease and called it “Thalassemia Minor.” Shortly thereafter 
Dameshek (1940) and Strauss et al. (1941) described an ap- 


*From the Paediatric 


Department, Abbassia Faculty of Medicine, Cairo, Egypt 
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SHUKRY-AWwwaab: Thalassemia 


parently identical condition under the names of “target cell anae- 
mia” and “familial microcytic anaemia.” The link relating this 
condition to thalassemia was demonstrated by Wintrobe (1942). 
He confirmed Angelinis (1937) and Caminopetros (1938) obser- 
vations on the decreased fragility of the erythrocytes in the parents 
of children suffering from thalassemia. Furthermore, he also 
showed that the blood picture was abnormal in these parents, being 
identical with that of the mild form of anaemia he described pre- 
viously. This observation was confirmed by Dameshek (1942) and 
Smith (1943), who, in addition, found the same changes m the 
blood of some of the siblings of patients with thalassemia. 

Thalassemia major is a progressive disease, It presents certain 
typical clinical features together with characteristic h: 1ematological 
changes, The important clinical findings are: (1) a mongoloid 
facies characterised by a muddy yellow discolouration, prominent 
zygomatic bones, flattened nasal bridge, puffy eyelides ; (2) marked 
pallor—an outright jaundice is unusual; (3) protruberant abdo- 
men due to a huge spleen and a moderate enlargement of the liver 
(4) cardiac dilation is often found (Nemeti and Gross, 1936). 
and, in advanced stages, there is oedema and effusion into the 
serous cavities. Ecchymoses as well as free bleeding may also 
develop. 

X-ray reveals striking changes in the skeletal system. The 
earliest bony changes are widening of the medullar y cavities of the 
metacarpals and metatarsals, so that they become rectangular in- 
stead of being biconcave. This is due to the marked hyperlasia 
of the marrow; later, coarse trabiculation of the medulla which 
gives the bones a mosaic pattern is characteristic. In the long 
bones, there is widening of the medulla with decreased density and 
there is thinning of the compact bone. Spontanous fractures are 
uncommon. Changes in the bones of the calvarium, though most 
distinctive, do not always run parallel to the changes in the 
rest of the skeleton nor to the changes in the blood. The re is thick- 
ening of the deploé to several times the normal depth with granular 
osteoporosis while tables are thin, the outer, some times, being 
invisible. In only about 20 per cent of the cases, however, the 


spicules of the deploé are arranged in a radial pattern at right 


angles to the inner table, giving the distinctive hair-on-end ap- 
pearance 
The blood picture reveals moderate to severe anaemia of 
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hypochromic microcytic type. The appearance of the red cells 1s 
very characteristic. They vary greatly in size and shape and con- 
tain little pigment irregularly distributed giving rise to Cabot 
rings, target and ridged cells.‘ nly few fully coloured cells are 
present. The presence of nucleated reds is characteristic. Megalo- 
blasts are not found. Reticulocytes are also increased up to 15 per 
cent. The fragility of the red cells is decreased, being often not 
complete down to 0.2 per cent saline and sometimes not even in 
water. There is usually a persistent leucocytosis but immature 
whites are rather rare. The ictrus index is usually increased and 
the V.D.B. gives a positive indirect reaction. Platelets are usually 
not affected. Urobilinogen is increased in urine and stools. Evidence 
of haemolysis, however, is not marked, as in acholuric jaundice 
or in sickle cell anaemia. Bone marrow puncture reveals a hyper- 
plastic reaction with many parent stem cells. 

Post-morten findings show evidence of anaemia with active 
blood formation, both medullary and extramedullary, splenomegaly, 
changes in the bones as previously stated, and pigmentation of 
various organs. The pigment is positive for the Prussian blue test. 

The diagnosis of thalassemia minor is based on the presence of 
a hypochromic microcytic anaemia, with plenty of target cells, a 
reduced fragility and absence of nucleated reds. The presence of 
frequent target cells induced Dameshek (1940) to refer to the 
condition as “Target Cell Syndrome,” but target cells should lhe 
accepted as one of the pegs supporting the diagnosis; without other 
supports they form an unstable foundation as they were reported 
it many other conditions, including sickle cell anaemia, steator- 
rhoea. liver diseases as obstructive jaundice, [.aennec’s cirrhosis, 
catarrhal jaundice, metastatic involvement of the liver and in 
thrombocytopaenia and after splenectomy. 

As to the pathogenesis of the disease, Whipple and Bradford 
(1936) stressed the fact that the pathologic picture of the bone- 
marrow is one of deficiency. The basic defect may be regarded as 
an inherited inability to utilize or synthesize some substance neces 


sary to normal haemoposesis, this inability being greater in tha- 


lassemia major which is of homozygotic origin, than in thalassemia 
minor which is of heter zvgotic origin ( Valentine and Neel, 1944). 
CASE REPORTS 


Famity No. 1. (Fig. 1). 
Case No. 1. M. B. is a female patient, aged five years when 
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first seen. She was admitted to the hospital on July 25, 1951 
complaining of progressive pallor and swelling of the abdomen to- 
gether with severe anorexia and rapid fatiguability. The mother 
stated that the pallor was noticed since birth and was progressive, 
so that it became very marked by the age of two when the abdomi- 
nal swelling was also observed. 


Fig. 1. Children of the first family. Note the mongoloid facies of No. 1! 
and No. 3, who also looks very ill. No. 2 proved to be a case of thalassemia 
minor, while No. 4 was tree. 


On examination the patient was very pale, with slight icteric 
tint and a typical mongoloid facies. The abdomen was distinctly 


protuberant, the spleen was seven and the liver four fingers below 


the costal margin. Both organs were firm but not tender. There 
was no ascites. The heart was moderately enlarged and a haemic 
murmur was marked. The patient stayed in hospital about three 
weeks, during which she developed two attacks of moderate pyrexia 
of short duration. 
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Haematological investigations showed that the hemoglobin was 
reduced to 28 per cent, R.B.Cs. were 2,170,000 per cmm., reticu- 
locytes 6 per cent, normoblasts 2 per cent, marked anisocytosis and 
poikilocytosis and a high number of target cells. Fragility started 
at 0.38 and was complete at 0.2. The white count was 16,200 per 
cmm., with 59 per cent polymorphs, 30 per cent lymphocytes, 8 
per cent monocytes and 3 per cent eosinophils. The I.1. was 12 
units and the V.D.B. was delayed indirect. Tibial puncture (Fig 
2), revealed: (1) generalized hyperplasia of the bone-marrow, (2) 
intense normoblastic reaction and several nitotic figures, (3) no 
infiltration, leukaemic, malignant or lipoid-blood film was negative 
for malaria and a sealed film was negative for sickling. Blood was 
negative for W.R. Urine and stools were negative for parasites 
and urine showed increased urobilin. 

X-ray findings were: (1) The carpals, metacarpals, tarsals and 
metatarsals (Fig. 3) showed osteoporosis with a distinctive 
mosaic pattern, (2) the bones of the skull showed thinning of the 
tables and thickening of the deploé, which showed a granular 
osteoporosis but no hair-on-end appearance, (Fig. 4). The long 
bones showed generalized osteoporosis. The heart was markedly 
dilated. 

The child was seen 20 months later. Her clinical condition did 
not change much. Her blood examination revealed: hemoglobin 
32 per cent, R.B.Cs. 2,500,000 per cmm., with plenty of nucleated 
reds, reticulocytes and target cells. An x-ray film of the skull 
showed a hair-on-end appearance over a localized area in_ the 
occipital region. 

Case No. 2. (Fig. 1). 


B. E. D. is a male brother to Case No. 1. He was two years 


old when first admitted to hospital on July 25, 1951. The mother 
complained of his marked pallor, weakness and wasting. On 
examination his general condition looked somewhat better than 
that of his sister. His anaemia was less marked and the mongo 
loid facies less distinct. Both liver and spleen were moderately 
enlarged. 

His blood examination revealed: Hemoglobin, 40 per cent, 
R.B.Cs. 3,340,000 per cmm., with 14.5 per cent reticulocytes, 6 
per cent normoblasts, marked anisocytosis and poikilocytosis and 
a large number of target cells. The fragility was 0.44 to 0.22. The 
white count was 9.200 per cmm., with 56 per cent polymorphs, 40 
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per cent lymphocytes and 4 per cent monocytes. The I.1. was 12 


units, and the V.D.B. delayed indirect. 

X-rays showed generalized osteoporosis of the long bones, the 
characteristic mosaic appearance in the bones of the hands and 
feet, and only slight thickening of the deploé and thinning of the 
tables in the bones of the skull. 

When seen twenty months later, the general condition of the 
patient was found much worse than before, he was very markedly 
wasted, anaemic and dyspnaeic, his face was puffy and his eyes 
slightly jaundiced. The spleen was seven fingers and the liver six 
fingers below the costal margin. The hemoglobin per cent had 
dropped from 40 to 23 per cent. The R.B.Cs. were 2,100,000 per 
cmm. with a large number of reticulocytes, normoblasts and target 
cells. The fragility was 0.4-0.2. X-ray changes in the bones of 
the skull became more evident than before and the heart showed 
a very marked enlargement in its transverse diameter (Fig. 5). 

The third member in this family was a sister to the above two 
cases. When first examined she was three years old and was found 
to be clinically free. Haematological examination, however, showed 
evidence of thalassemia minor. There was a hypochromic anaemia 
with anisocytosis, poikilocytosis, many target cells but no nucleated 
reds, and the fragility was 0.4-0.2. 

The fourth member investigated in this family was another 
sister to the above three cases. She was the youngest and when 
first seen was less than a year old. Clinically she was free and 
heamatologically proved negative for evidence of thalassemia. 

The father of the above children was investigated and showed 
evidence of thalassemia minor, His hemoglobin was 83 per cent 
and his R.B.Cs. were 4,500,000 per cmm. and showed some hypo- 


LEGENDS FOR CUTS ON OPPOSITE PAGI 

Fig. 2. Tibial puncture smear in case No. 1—family No. 1. Note: (1) 
The generalized hyperplasia. (2) The intense normoblastic reaction and 
mitotic figures. (3) Absence of leukaemic, malignant or lipoid infiltration. 

Fig. 3. Mosaic pattern in the bones of the hands and feet in case No. 1— 
family No. 1. 

Fig. 4. Skull of case No. 1—family No. 1. Note: (1) The outer table 
is almost invisible. (2) The inner one is very thin. (3) The deploé 
widened and shows granular osteoporosis. 

Fig. 5. X-ray of chest in case No. 2—family No. 1, showing marked 
enlargement of the heart in its transverse diameter. 

Fig. 6A. Blood smear in case No. 1—family No. 2. Note: (1) The hypo- 
chromia. (2) Target cells. (3) Poikilocytosis. (4) Nucleated red cells 

Fig. 6B. Notice the hypochromia, nucleated reds and the Cabot ring. 
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chromia, mild anisocytosis and poikilocytosis and many target 
cells. The fragility was 0.4-0.22. 
X-rays for the skull, hands, feet and limbs showed no abormality. 


The mother was also investigated. Her blood picture demon- 
strated that she, like the father, was suffering from thalassemia 
minor. Her hemoglobin was 75 per cent and the R.B.Cs. were 
4,100,000 per cmm. with many target cells and diminished fragility 
(0.38-0.22). No x-ray changes were noticed in the skeletal bones. 

Lastly, the mother’s mother, as well as the mother’s brother and 
sister, were all examined clinically and haematologically for evi- 
dence of thalassemia but were found to be free. 

amity No. 2 

Case No. 1, A. Kk. A. is a male patient, aged 18 months when 
admitted to hospital on April 4, 1953. The mother complained 
of his progressive wasting and pallor, together with swelling of 
the abdomen and oedema of the face and limbs, of eight months’ 
duration. 

On examination the boy was much under weight, being only 7.5 
kilos. Ife had a muddy, yellow discolouration and prominent zygo- 
matic bones, His face was puffy and his lower limbs were slightly 
oedematous. [lis abdomen was markedly protuberant, the spleen 
extended to the pelvis and the liver was four fingers below 
the costal margin. There was slight rachitic bony changes and 
moderate enlargement of the superficial lymph nodes. Both ulnas 
showed evidence of old united fractures which were not noticed 
by the mother, 

A complete blood examination was done and revealed the fol- 
lowing: Hemoglobin 36 per cent, R.B.Cs. 3,240,000 per cmm. 
Hfaematocrit value 17 per cent, mean corpusculer volume 53mm. 
(N == 80-95), mean corpusculer hemoglobin 30 per cent. Color 
index 0.56; white cell count 11,000 per cmm. Differential count: 
Polymorphs 30 per cent; eosinophils 4 per cent; basophils 2 per 
cent; lymphocytes 65 per cent and monocytes 4 per cent. Marked 
anisocytosis, poikilocytosis, polychromasia, target cells, Cabot rings 
and Howell-Jelly bodies. Reticulocytes 23 per cent, nucleated reds 
57 per cent (Fig. 6). Fragility started at 0.42 and was complete at 
0.28 per cent. Serum bilirubin 1.3 mg. per cent. (N — 0.1-0.3). 
V.D.B. delayed indirect. 

X-ray findings showed that the heart was markedly enlarged. 
The bony changes were strikingly little when compared to the 
advanced clinical and haematological findings. The bones of the 
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skull almost showed no abnormality. The bones of the hands and 
feet showed widening of the medulla, with generalized oste yporosis 
but no mosaic appearance. 

The other members of the family available for examination were 
a brother, a sister and the parents. 

The sister was seven years old. She looked healthy and on 
clinical examination, showed no abnormality. Blood examination 
revealed no evidence of thalassemia and the bones looked normal 
in X-ray films 

The brother was five years old. He looked moderately anaemic 
with a somewhat mongoloid facies. His liver and spleen were not 
palpable. His blood examination showed evidence of thalassemia 
minor. Hemoglobin was 65 per cent, R.B.Cs. 3,470,000 per cmm., 
with hypochromia, many target cells but no nucleated reds. The 
fragility was 0.38-0.20. 

The father was a black man from Osman, 48 years old. He 
looked healthy and on clinical examination showed no abnormality. 
His blood examination showed evidence of thalassemia minor; a 
moderate degree of hypochromic anaemia ; (hemoglobin 75 per cent 
and R.B.Cs. 4,100,000 per cmm.), slight anisocytosis and poikilo- 
cytosis, many target cells but no nucleated reds. The fragility was 
0.4 to 0.22. A sealed preparation was negative for sickling. 

The mother was 35 years old, from Cairo, She looked moder- 
ately anaemic with a somewhat prominent zygomatic bones. The 
spleen and liver were not enlarged. Her blood examination showed 
evidence of thalassemia minor: Hemoglobin 68 per cent, R.B.Cs. 
3,660,000 per cmm., with plenty of target cells. W.B.Cs. 8,700 
per cmm.; and the differential count was 65 per cent pr Ivmorphs, 
30 per cent lymphocytes, 4+ per cent monocytes, 1 per cent eosino- 
phils and 0 per cent basophils. The fragility was 0.4 0.2. 


TREATMENT 


The administration of the ordinary methods of treatment— iron, 
vitamins, especially the B complex and C, together with liver ex- 
tract and repeated blood transfusions, failed to improve the clinical 
and haematological pictures of thalassemia in the cases described 


above. Cobult therapy was tried but gave also no result. 
SUMMARY AND CONCLUSIONS 


1. Three cases of thalassemia major are reported. Tibial punc- 


ture was performed in the first case. All three cases showed bony 
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changes but these were found, as Caffey (1937) has commented, 
not to run parallel with the severity of the disease as judged by 
its clinical and haematological pictures. 

2. Clinical and heamatological study of the other members of 
the two families available for examination revealed the following 


facts : 
(a) The parents in both families showed evidence of thalas- 


semia minor. 

(b) Some of the brothers and sisters of these cases showed 
thalassemia minor, while others were free. 

3. These results necessitate further study and follow-up on these 
cases and similer ones in order to settle the following problems: 

(a) Could one type of thalassemia change into the other? 
And, if so, then under what circumstances ? 

(b) Is it possible that a healthy newborn of parents with 
thalassemia minor, may, in his future life, develop one or the 
other type of thalassemia? Or will he continue to be healthy 
for the rest of his life? 

4. As the parents of the cases of thalassemia major in the two 
families described above were found to be suffering from thalas- 
semia minor, a result which confirms the work of Valentine and 
Neel (1944), the cases of thalassemia minor should, therefore, be 
considered as carriers of the disease in both its forms. This fact 
should be taken into consideration in the prophylaxis of this disease. 

5. In the reported cases of thalassemia, Cobult therapy proved of 
no value in both forms of the disease. 


Acknowledgement: We wish to thank the staff of the Radiology and 
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this work, 
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TREATMENT OF MONGOLISM AND NON- 
MONGOLOID MENTAL RETARDATION IN CHILDREN, 
HymMAN M.D., Sc.D. 

New York 
The study of mental retardation in children has made many 
iuportant advances in the last two decades. We must realize the 
difficulty we have to face in treating, rearing and educating the 
affected children. The problem of the mentally retarded child in 
a family is one to be dealt with by the entire family in cooperation 
with the attending physician to help him hurdle some of life’s 
difficulties. Team work is essential. They must all understand the 

problem facing them and, also, the child’s problem. 

A retarded child should receive the same kind and sympathetic 
attention given to a normal child on crutches, or one lying ill in 
a hospital bed. He is a sick child, too, and, he should be treated as 
one. Parents of normal children, living in the same neighborhood 
in which a retarded child lives, should cooperate and help the 
latter, by teaching their own to associate with the affected child, 
to tolerate him at play, in the community and in the home. This 
play association between the normal and the retarded children 
would not only help the latter and gain his confidence, but this 
will help to breed good manners, a humanitarian spirit and a 
sense of charity and leadership for the former. We should publi- 
cize this so as to educate the mothers of normal children as to the 
benefits both can derive through their harmonious cooperation, 

The pediatrician, obstetrician, neurologist, psychiatrist and 
family physician should not dismiss their responsibilities as soon 
as they discover the child’s disorder by discouraging the mother 
and recommending institutionalization soon after its birth, because 
of their feeling that the condition is hopeless. This is unfortunately 
the sordid story most mothers give us when bringing their mentally 
retarded child to our office or clinic. We must treat and adjust 
these little patients in an effort to improve and rehabilitate them 
by suitable therapy in accordance to the pattern of their disorder. 
We must help them to become assets to society, instead of a home, 
community or state lability. We should not promise a cure for 
the retarded child, or give the parents false hopes that the child 
will be normal, It is our duty to see that the parents get the proper 
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medical and educational care for their children in obtaining better 
physical growth and development, and stimulating better cerebral 
functions, and, least of all, discourage them. The mental and 
physical improvement of the retarded children can be accelerated 
by at least 20 to 35 per cent from year to year when they receive 
proper treatment. If left untreated, this opportunity of helping 


will be denied them. 

The appropriate therapy for the mentally retarded children 
could be divided into seven sections: (1) Prophylaxis, (2) 
Indocrine therapy, (3) Glutamic acid with hormones, (4) 
Typhoid vaccine, vitamins and drugs, (5) Speech and physio- 
therapy, (6) Brain surgery, (7) Psychological guidance and 
education. 

PROPHYLAXIS 


In a general way, a married woman, who contemplates having 
a baby, should be kept as healthy as is possible, and be mentally 
at ease. Waiting too long after marriage, or after a previous child 
for a pregnancy invites a risk. A long sterile period is conducive 
to an abnormal pattern of fetal development and growth. Looking 
at Graph 1, one can see that age is another important factor. We 
try to avoid the peak ages or risk zones. However, this risk of 
causing abnormal fetal growth in maternal peak age pregnancies 
can be minimized for the expectant mother by taking advantage 
of seeking prenatal guidance and maintaining a healthy maternal 
reproductive organism. Any hormone imbalance which may be 
discovered by the woman's history of having had marked men- 
strual disturbances, skipped periods and spontaneous abortions 
should be corrected. Kh blood factor incompatibility will put the 
doctor on guard. If the expectant mother during the early months 
of gestation contracts a contagion or is exposed to it in her home 
she should receive from 2 cc. to 4 cc., immune globulin intramuscu- 
larly. Virus and virulent bacteria may filter through the placenta 
membranes and attack the growing fetus. Nutrition is important 
during the early months of pregnancy, and also to a less degree 
throughout the period of gestation. Besides sufficient caloric value, 
vitamins and minerals, it is essential to have an intake of 85 to 
100 grams protein in the daily diet for the pregnant woman to 
obtain the best pediatric rating for her newborn baby. 
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Sharpe, in 1922' and 1952,? reported a means by which we can 
prevent moderate to small cerebral hemorrhages in the newborn 
from becoming potential cerebral palsy cases later. He found that 
about 9 per cent of all the newborn babies he performed spinal 
punctures upon during the first 12 to 24 hours after birth showed 
bloody and blood tinged spinal fluids. Upon doing spinal taps 


GRAPH 1 


AGE GROUP OF MOTHERS 


20-24 | 25-29 | 30-34 39-39 | 40-45 


YEARS| YEARS YEARS YEARS 


— 206 
MONGOLOID CASES 


CONTROL CASES 


< 
° 
a 
oO 
= 
2 
2 


° 


THE SOLID LINE INDICATES THE MATERNAL AGE GROUPS IN WHICH 
206 CASES OF CONGENITAL ACROMICRIA WITH MONGOLOID FEATURES 
WERE BORN) WHILE THE BROKEN LINE (5 INDICATIVE OF THE 
MATERNAL AGE GROUPS IN WHICH THE CONTROL FAMILIAL 
MENTALLY DEFECTIVES WERE BORN 


daily on them until the spinal fluid came back clear in the babies, 
which required an average of 2 to 5 spinal taps, none of these 
children after a follow-up observation of years, developed cerebral 
palsy. Only a few children who had extensive subdural supracor 
tical hemorrhages filling the ventricles with clotted blood have 
died. This is undoubtedly a very efficient prophylactic measure 
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against the occurrence of cerebral palsy in children by a simple 
and safe procedure that can be performed easily by one, or the 
neurosurgeon. 

The author*® observed a consistent and common anatomical defect 
in the mongoloid children, and to a lesser degree in the non-mon- 
goloid mentally retarded cases of a congenital underdeveloped 
skeletal growth defect of the maxillary, vomer, nasal and sphenoid 
bones, and the sinuses, comprising the middle third of the face and 


bic. 


forward part of the skull base. This congenital anatomical forma- 
tion gives rise to a relatively smaller brain case than we have in 
the normal child. Hence there is pressure and compression exerted 
upon a growing, functioning and expanding brain and _ pituitary 
gland confined in a rigid, smaller than normal, bone case limiting 
their growth, expansion and functions, in these children, as they 
grow up alter birth, even in utero. The vascular pathology con- 
sistently found in operative cases may be due to this constantly 
existent bone pressure on the brain and its vascular system. 
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The following case illustrates this viewpoint and clinical observa- 
tion. It concerns a case Dr. Price’ treated of a 16-year-old mon- 


i 
4 


J. July 29 L. November 2 


goloid boy with a mentality of 4 years, who had difficulty with 
breathing and sleeping. Dr. Price held that a hypofunctioning 
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pituitary giand was responsible and therefore decided to operate, 
giving the gland more space and freedom to function. 

Figs. 1 and 2 illustrate the front and side views of the mon- 
goloid patient before and after the operation of widening the upper 
jaw 14 inch. He then placed a retention mouth appliance in the 
mouth to hold the ™% inch space in the upper arch permanently 
apart, and filled the space between the upper incisor teeth with 
two artificial porcelain teeth on a restoration. Within 30 days the 
boy was able to breathe freely and sleep comfortably. This boy 
passed through the stages from infancy to adolescence within 
several weeks that would ordinarily take several years. His geni- 
tals developed from those of a child to that of a young man within 
3 months. Within 4+ months he grew 4 inches, and in 6 months 
hegan to shave. He started to associate with boys and girls his 
own age and attended dances and sociables. Several months later 
an interesting observation was made. The mouth appliance became 
dislodged and the maxillary bones settled together. In a few days 
the boy lapsed into his old condition of lethargy and_ slipping 
mentality. With the immediate readaptation of the mouth appli- 
ance fixed securely into place, he soon returned to his former 
inproved condition. This is an instance of anatomical and physio- 
logical proof verifying the clinical findings. It would be interesting 
if oral surgery of this type could be performed upon mongoloid 
children between 3 and 5 years of age when the educational and 


training benefits can operate at its best. 
ENDOCRINE THERAPY 


A therapeutic research study has been made of 206 cases of 
mongolism, and 115 cases of non-mongoloid mentally retarded 
children. The ages varied from 1 week to 18 years of age, with 
the sex distribution about equal. The period of treatment of the 
cases was from 6 months to more than 15 years. The study and 
observations extended over a period of 25 years. 

The chronic inadequacy of hormone production presented itself 
clinically in the mentally retarded children, more prominently in 
the mongoloid group. The thyroid deficiency was predominant in 
most cases, and the pituitary gland deficiency mostly of the anterior 
lobe in a minor group. Within these children we also find dis- 


turbances of the adrenals and the gonads, with cryptorchism in 
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many of the male children. The schizophrenic process in some of 
the retarded children makes up quite a problem which could be 
dealt with by histamine therapy. The thalamic and hypothalamic 
nuclei play a big role in the control of emotional disturbances. 
Stimulation of the posterior part of the hypothalamus leads to 
trophotrop phenomena associated with sympathetic responses, 
while those of the anterior part lead to ergotrop reactions of 
parasympathetic responses, Imbalance of the sympathetic-para- 
sympathetic relationship leads to many emotional upsets. The 
hypothalamus influences the blood pH, which variations between 
7.30 and pH 7.65, gives rise to marked psychic and schizophrenic 
symptoms and a variety of emotional disturbances, all of which, 
responds also to histamine therapy by the regulatory effect upon 
the hypothalamus, thereby, reducing the blood pH to normal 
levels. The thalamic body has a lipoid metabolic function which 
deficiency may cause the body to accumulate adipose tissue and 
extra weight. 

Of the mongoloid group of children with low mentality, 63, 
under 11% years of age, received two powders daily, each contain- 
ing thyroid ext. gr.1/10, saccharated carbonate of iron gr.¥%, and 
calcium gluconate gr.vii. The thyroid extract was increased 
weekly by gr.1/10 until the child’s tolerance was reached. When 
the little patient becomes cranky, cries more than is usual, and 
becomes restless and jittery and cannot sleep well we know the 
optimum thyroid dosage was exceeded. The last preceding dose 
is considered the optimum dose or tolerance point. Forty-seven 
children, from 11% to 4 years of age, received an initial dose of 
4 grain thyroid extract twice daily, which dosage was increased by 
'4 grain weekly until tolerance was reached. These children had 
low I.Qs., between 30 and 47. Nineteen children, 4 to 8 years of age 
with I1.Qs., from 35 to 70, received % grain thyroid extract 
twice daily, and weekly increases of '4 grain until tolerance was 
reached, and 18 children, over 8 years of age, received 1 grain 
thyroid extract twice daily, and weekly increases of % grain until 
the tolerance point. The tolerance or optimum thyroid dosage 
was continued as long as it was tolerated, and progress in the chil- 
dren’s 1.Q. continued, If jittery feeling and restlessness began to 
show, the dosage was decreased to that of the previous to tolerant 
dose. The mongoloid children started out with a poor showing 
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in their disease and growth grid, which, while under treatment, 
showed definite improvement as the months passed by. At the 
end of six months there was an average growth acceleration of 20 
per cent, and a mental acceleration of 12 to 15 per cent. 

The children of both the mongoloid and the non-mongoloid men- 
tally retarded groups, showing clinical evidence of pituitary gland 
deficiency predominance, were put on half their respective optimum 
thyroid dosage according to the children’s ages, in addition to 2 
grains anterior pituitary gland tablets twice daily plus vitamin 

> complex which is synergistic. The children with hypogonadal 


symptoms, cryptorchism in the males, and excess fat accumula- 


tion and weight, received % to 1 cc., A.P.L. factor intramuscu- 
larly twice weekly, with precautions taken against untoward gona- 
dal overstimulation effects. In the non-mongoloid groups there 
were 115 children on therapy schedules at different times through- 
out the years of this study. Their I.Q. rises from therapy schedules 
were slightly higher than the mongoloid children. Most of the 
children under my care in this study received little or no treatment 
before therapy began; I therefore, considered them as con- 
trols comparing their former status of mental and physical levels to 
those after therapy. 


COMBINED GLUTAMIC ACID AND ENDOCRINE THERAPY 


Zimmerman’, in 1944, demonstrated that white rats fed glutamic 
acid could solve a simple maze problem faster than a control group. 
A few months later Albert and Warden® demonstrated that glu- 
tamic acid enhanced the ability of rats to solve the more compli- 
cated Jenkin’s triple plate problem box. Nachmansohn’ showed 
that glutamic acid acts as a catalyst in increasing the formation of 
acetylcholine necessary for the propagation of the nerve impulse, 
and Weil-Malherbe* demonstrated that glutamic acid is the only 
amino acid metabolized by the brain. It increases conscious aware- 
ness to the environment with improvement of the learning process 
in mental retardation and stimulated bodily growth and develop- 
ment. Himwich and co-workers’ demonstrated that mentally 
retarded children’s brains take up 35 to 50 per cent less oxygen 
from the blood stream than the normal infant’s brain. The re- 
tarded child’s brain activity and metabolism is reduced by about 57 
per cent as compared with the normal. 
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Many investigators in the field of learning followed up this 
work by extending this problem into the realm of the mentally 
retarded child. Only one preparation was recommended for this 
work for obtaining the best results, that is the 1 (+) glutamic 
acid. 1 represents “chemical pure,” and the (+ ), “dextro-rota- 
tory polarity.” It should be a fine and fluffy powder of the long 
needle crystalline form that is easily tolerated and utilized when 
administered to children. We can mask the taste by mixing it with 


MONGOLOID NON MONGOLOID MENTALLY REIARDED CHILDREN 


THYROID PRE- PITUITARY Pet MONGOLOID MILDE EN | CONTROL 
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E MENTAL ACCELERATION PERCENTAGE 


A PHYSICAL & SOCIAL MATURITY 
ACCELERATION VE RCENTAGE GRAPH IL 
iruit juices, jelly, jam, banana, apple sauce, syrups, etc. Many 
reported failures with the use of glutamic acid therapy can be 
traced to the administration of too little dosage, too short a period 
to evaluate results, and to the use of wrong preparations, such 
as glutamic salts and the glutamic acid-HCL. 

Before starting the therapy and at regular intervals afterwards, 
the I.Q., by a well rounded battery of psychological tests are made 
appropriate to the child’s age and confidence in the examiner ; also 
motor intelligence, Rorschach where possible, social-maturity Vine- 
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land scale, and the thematic apperception test where applicable 
in a study of the child as a unit of potentials. Then comparisons 
are made and also a study of the progress is noted. Physical and 
neurological examinations and various indicated laboratory work 
completed. Electroencephalograms and pneumoencephalographs 
are done only for specific etiological suspicion of intracranial pa- 
thology. The trend of making a lot of unnecessary routine labora- 
tory and highly technical diagnostic tests when not indicated is 
avoided, so as not to cause unnecessary pain for the child, or extra 
expense that would be involved. 


’ reported improvement of 5% to 


Zimmerman and co-workers" 
11 points, average 7% points in the I.Q. every six months in his 
series of cases treated with glutamic acid. Quinn and Durling™ 
found a significant increment of improvement in 31 retarded chil- 
dren in a State school. Gilbert’, of the children’s hospital in Wash- 
ington, D, C., reported similar gains. Waelsch’ observed improved 
mental processes in children treated with glutamic acid for retarda- 
tion in New York City public schools. Levine’ reported similar 
results treating retarded children in a New York City school for 
the deaf, with glutamic acid. Glutamic acid successful therapy 
comes also from the Doctoral Dissertation of Sister Maureen” 
at the Catholic University, Washington, D. C., and Bessman”™, 
of the Research Foundation of the Children’s Hospital, Washing- 
ton, D. C., reported significant improvement in the I.Q. of 150 
mental deficient children treated with glutamic acid. These are only 
a few of the many favorable results reported by investigators in 
many sections of the country working with retarded children. 

Dr. Tracy J. Putnam, in a communication to me April 14, 1947 
stated, “that he administered 24 grams glutamic acid daily for an 
adult, and for children approximately in proportion to age. The 
drug produced no toxic symptoms, and it should be given in these 
large doses for long periods of time to obtain optimum therapeu- 
tic effects.” I have followed these instructions. In some cases I 
have found the need to administer bigger doses of glutamic acid 
for obtaining optimum therapeutic results. The author divided 
138 mongoloid children into three equal groups, and 112 non-mon- 
goloid mentally retarded children, including a group of cerebral 
palsy children. One group of each series received 15 to 25 grams 
of 1 (+) glutamic acid daiiy. The second group received the same 
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doses of glutamic acid as the first group plus the optimum thyroid 
extract dosage for each child. The third group of children was kept 
on the thyroid extract optimum dosage only. The mongoloid and 
the non-mongoloid children of group 1 and 3 had an 1.Q. rise of 
15 to 25 per cent over their basic 1.Q. (30 to 47) before treatment. 
Their age range was 3 to 18 years. A few were in the I.Q. range 
between 47 and 70. The social maturity scale and growth improve- 
ment averaged 25 to 30 per cent. The non-mongoloid retarded 
group increment of improvement was a little higher. The children 
in group 2, who were on glutamic acid and thyroid extract optimum 
daily doses, showed the most improvement of the children groups, 
that of 20 to 35 per cent mental acceleration, and 40 per cent 
physical and social maturity acceleration. 

In 1949, Mr. Frederick Fenger, technical director at the Armour 
Laboratory, supplied me with liberal quantities of immature animal 
(calf) whole pituitary gland powder in one grain capsules for a 
clinical research study in mentally retarded children. The theory 
for this therapy was based on the fact that immature animal pitui- 
tary gland retains the active growth factors. Thirty children were 
put on one pituitary calf gland capsule dosage daily, with a fair 
developmental and mental response after six months. One hun- 
dred and twelve mongoloid and 86 non-mongoloid mentally re- 
tarded children with I.Qs. from 30 to 45, and a few with I.Qs., 
from 45 to 70 were divided into two groups of equal ages and sex, 
99 children in each group. One group was put on optimum glu- 
tamic acid dosage, plus one pituitary calf capsule daily. The second 
group was put on daily doses of one calf pituitary capsule, with 
optimum doses of thyroid extract and glutamic acid. The first 
group of children showed an increment improvement of 30 to 40 


per cent in mental acceleration, and 45 per cent in physical and 


social maturity acceleration. The second group responded more 
favorably by showing a rise of 50 to 75 per cent mental acceleration, 
and 75 per cent physical and social maturity acceleration after a 
period of six months and one year. 

The following is a case in point: B. N., 8 years old, came under 
my care at the age of one year with all the symptoms of mongolism, 
predominantly hypothyroid and mental retardation. The mother 
was frantic and panicky because the child was taken to several 
pediatricians, neurologists, neighboring physicians and then to a 


a 
: 
> 
i 
= 
om 
5 
a 
4 


88 GotpsteEIn: Treatment of Mongolism 


neurosurgeon and clinics, where she met with the same discourag- 
ing remarks from each one, “your child is a hopeless case.”’ Some 
suggested institutionalization. After examination of B. N., I 
assured the mother that we can help improve the child, but how 
far the improvement can be depends on many factors. The mother 
replied, “will my child be normal?” To this, she was told that her 
daughter is a sick child, every mongoloid child 1s developmentally 
ill: that she could be improved in many ways, physically and men- 
tally. She has certain potentials which we will try to develop to 
the fullest by endocrine therapy, vitamins and minerals added to 
it, and training and education. Beth was placed on the same 
schedule of therapy as outlined in the previous chapters for the 
predominantly hypothyroid mongoloid child. Her tolerance point 
was 8 grains thyroid extract daily, and 8 tablespoons glutamic acid 
daily. Below this dosage she could not concentrate and do her 
work, and above this dose, she developed symptoms of intolerance. 
To this was added one capsule (calf) pituitary whole gland one 
vrain, and vitamins with minerals. She was on a wholesome high 
protein, moderate carbohydrate and low fat diet. At the start 
of treatment her muscles were weak, atonic and functioned poorly 
and incoordinately. She was very restless, a poor sleeper and of 
low mentality. Her mental acceleration for 1947 and 1948 was 


25 per cent and 35 per cent, respectively ; the growth acceleration 
35 per cent. During 1949, when the pituitary of the immature 
animal whole gland powder was added to the glutamic acid and 
thyroid therapy, the acceleration of both growth and mental proc- 
esses reached 50 to 70 per cent. The social maturity scale ad- 
vanced with an equal pace. 

We may judge this child’s progress from the following school 


reports: 
The Suburban School of Tutoring: B. N., Grade 1, c. 237, Oct. 22, 1952. 
Oral reading skills 90. Fundamental arithmetic processes 80. Oral English 
70. Speech 70. Remarks from the teacher: Of course it is hard to measure 
achievement at this stage, but Beth is making very promising efforts. I 
am hopeful of measurable achievement in the near future. 


Report for B. N., The Suburban School of Tutoring, So. Orange N. J. 
Oct. 22, 1953. 


Oral reading skills 100. Vocabulary 95. Oral English 90. Comprehension 
95. Arithmetic fundamental processes 95. Speech 85. Community aware- 
ness 85. Accuracy speed 95. Written English 90. Spelling in use in daily 
work 95. Emotionally quite stable. Promoted to 2nd Grade. B. N., Social 
record, Oct. 22, 1953. 
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Cycle I Cycle Final 
Intelligence maturity at level fair fair fair 
Emotional maturity good good good 
Concentration poor better good 
Interest good better 2K 
Neatness good better good 
Self discipline much better lair better 
Initiative fair very good very good 


Remarks added to her record: Beth entered this school Feb. 1952, at the 
age of 5 years and 10 months. She was not ready for the first grade. At 
present she is 7 years and 2 months of age, and her academic progress and 
accomplishments upon completion of the first grade would be a good aver 
age in any school. Mixing and playing with normal children are helptul 

B. N. received also an equally good record in her religious school she 
attends, in the study of religious history and prayers. She received also an 
excellent course, still continuing, in methodic calisthenics, dancing, passive 
and active bodily massage, muscle stretching and muscl coordination exer- 
cises from L. L., a capable physiotherapist. It improved the child's poise 
and personality. 


Within the past six months the daily dosage of glutamic acid 
for B.N. was reduced from 8 tablespoons (60 grams), gradually 


to 5 level tablespoons or 3714 grams. In obtaining B.N.’s tolerauce 


point had I stopped at the recognized recommended dosage of 20 
to 30 grams daily, at which point this child did not respond, she 
would be counted a failure. It was my reluctancy to stop at this 


point and go further, that obtained success in this case, as in 
other cases “similar.””. Her thyroid dosage was reduced from 8 
grains to 3 grains daily, at which point she is holding all her 
educational gain, and without the calf pituitary gland powder for 
the same period of time. There is no doubt in my mind that the 
cooperation received from the parents, the child, and of all per- 
sonnel who worked with the patient helped considerably, in addi- 
tion to the glutamic acid, glandular, vitamin, mineral and dietetic 


treatment given to the child. 
TYPHOID VACCINE THERAPY, VITAMINS AND DRUGS 


sower and Knouf", of the Los Angeles County Hospital, 
reported a series of 120 cases of post-encephalitic mentally retarded 
children treated successfully with typhoid vaccine intravenously 
and intramuscularly, bringing about several hours continuous 
hyperpyrexia daily of 103° F. for two to three weeks, or every 
other day in bad reaction cases, in 3 to 5 days rest periods, 
following 3 to 5 injection days, in a paper read before the Neuro 
logical Section at the A.M.A. convention in 1953. They stressed 
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the following points: that treatment required hospitalization of the 
children and 24-hour nursing services around the clock, complete 
blood chemistry, readiness for any emergency care that may be 
caused by the therapy. The initial dosage is 50 million organisms 
in children, 100 million in adults, which is doubled each day during 
the course of treatment. They add 2000 mgm. vitamin C and 100 
mgm. nicotinic acid to each dose diluted in 300 to 500 cc., 5% 
dextrose solution. They state, “typhoid vaccine dosage is not com- 
plicated and may be considered easy, only if every danger is 


anticipated and familiarity with the procedure is known and 


practised.” 

Sackler and co-workers! 
and schizophrenic children treated with histamine acid phosphate 
0.1 mgm. histamine base for the initial dose, followed daily by 
increases of 0.05 mgm. histamine base, 5 treatments each week 


Ss 


made a study of emotional disturbed 


until evidence of improvement is noticeable, which is usually about 
16 weeks. They report marked improvement in social behavior, 
and in increased learning. Maintenance doses were given three 
times weekly to maintain better levels of intellectual and emotional 
functions. 

Recently, Odessky and associates’ used gamma globulin in large 
intramuscular doses in measles, encephalitis and encephalomyelitis 
with success. At the same hospital, a case of mumps with mental 
retardation was treated with success using 0.14 cc. gamma globulin 
per pound of body weight 1.M. 

Research work is going on in Miami University with pure 
chemical substances prepared from cobra snake venom in treating 
polio muscular paralysis, now extended to cases of brain cell 
injury. This may become a new source of help for the mentally 
retarded children. 

Other adjunct therapy for the mentally retarded children include 
amphetamine for the control of over-eating, increasing energy out- 
put, and improving sympathetic-parasympathetic balance by influ- 
encing the hypothalamic nuclii functions. Barbiturates by mouth, 
or in small doses through anal suppositories, are helpful to get 
restful sleep and sedative action, Elixir Gabail, a combination of 
bromides and valerianate are helpful sedatives. Elixir dramamine 
helps dizziness and nausea complaints. Polyvitamin and minerals 
are helpful and synergistic to the other therapy used. Vitamin B, 
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is a muscle relaxant, and acts biochemically as a co-enzyme in 
the processes of transamination improving protein metabolism, 
which is an important function in retarded children, Vitamin E 
acts synergistic in the body with the sex steroid hormones and 
improves oxygenation processes in the brain and muscles. Ribo- 


flavin and vitamin B, improve troublesome seborrheic dermatitis 


of the face and scalp. Vitamin B,, frees the folic acid conjugates 
“pteroylheptaglutamic acid” and thereby permits the freed folic 
acid to stimulate the bone marrow, while the B,, stimulates 
metabolism of the central nervous system, growth processes and 
appetite in the malnutrition children. Some children become over- 
stimulated and jittery, especially the fat children. Vitamin B,, 
should be selective in its therapeutic administration and not be 


given at random. Emotionally disturbed children do poorly on it. 


SPEECH AND PHYSIOTHERAPY 


Speech is a means of communication of one to another, either 
through the spoken word, guttural sounds or finger and lip sounds, 
indicating one’s needs and replies. Language is the expression of 
the spoken words, guttural sounds or hand and lip signs, that 
makes man to man communication possible. The mentally retarded 
children possess limited speech and limited language. Speech 
therapy is an important aid. Every retarded child should have 
access to it. Speech therapists should be qualified and more 
numerous. 

Physical training and the physiotherapists become a must for 
the retarded. Muscle stretching, muscle re-education, muscle 
co-ordination exercises, and calisthenics aid a great deal. Improve- 
ment of the gait and later dancing rhythm are very helpful when 
carried on methodically by the retarded children. 


BRAIN SURGERY 


The problems of the mentally retarded child, whether of mon- 
goloid or the non-mongoloid type, are many. It is a difficult task 
for the parents and for the community to cope with many of the 
situations that arise therefrom. Occasionally we find a mentally 
retarded child whom surgery may help. Indicated cases must be 
selected carefully. 


Let me quote briefly from 4 cases, operated upon by Rosner,” 
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reported in 1952, and 10 other operative cases since then, 5 of 
which I have observed at the brain operations, and in consultation 
prior to operation. 

Case 1, C.M., a girl 61% years of age, one of twins, the other 
is normal. She made guttural noises but could not speak, and 
was emotionally unstable. She was mildy microcephalic and men- 
tally retarded. The abdominal bilateral reflexes were absent, all 
other reflexes increased. By the parents’ insistence, a bilateral sub- 


temporal decompression was performed. The brain appeared 


pulseless and bluish; soon after the dura was opened and pressure 
was off the brain, it turned a healthy reddish pink color and pul- 
sated strongly. A scar was present on the left side posteriorly to 
the inferior frontal gyrus extending down to the superior-temporal 
gyrus, the size of a quarter. This scar was excised. The dura was 
left open on both sides. The temporal muscles and skin were 
repaired in layers. She made an uneventiul recovery. In 1% 
vears, following, she showed definite improvement in learning, 
attention span, play and speech. 

Case 2, R.C.T., boy of 8 years, the size of a 3-year-old child. 
He has mongoloid features. At 6 months of age he had pneumonia 
and lost his eyesight for a period of 6 weeks, followed by a con- 
vulsion and comatose state with projectile vomiting. He had con- 
vulsions once weekly. The last two attacks were in the nature 
of status epilepticus, terminated with great difficulty. Ile was 
mildly microcephalic and could not talk nor walk. He could not 
and would not eat and had to be given hypodermoclysis. He fell 
backward on attempts at walking; x-ray revealed a small skull 
and marked platybasia. Diagnosis was made of pituitary-mon- 
goloid type child. It was decided to relieve the platybasia pressure 
and headache by operation. Cerebellar decompression and removal 
of the occipital bone performed to decompress both cerebellar 
hemispheres. The dura was opened in a V shape on both sides 
and left open. The brain was bluish and pulseless from pressure, 
which soon after its relief, the color changed to a healthy pink 
and the brain was pulsating actively. Post-operatively, the follow- 
up revealed great relief from the headaches and the epileptic 
seizures. They were fewer and mild. He stands and walks now. 
His growth accleration at 1% years later is 50 per cent. He is 
more attentive, playful, attempts to talk, and appreciates humorous 


television incidents. 
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Case 3, girl 18 months of age, signs of no intelligence, eyes do 
not follow light, pupils do not react to light. She teethed slowly. She 
suffers from Jacksonian epilepsy of the left side. The pneumoen- 
cephalogram revealed evidence of a subdural cyst of the right side 
the size of an orange, which was found in the right fronto-temporo- 
parietal region upon performed craniotomy. Yellow serous fluid 
was evacuated. In 4% months, postoperatively, the child sits up, 
follows light with her eyes, and the pupils react to light. She seems 
happy and more intelligent. The convulsions are very mild and 
very few with a better and more hopeful prognosis. 

Case 4, J.S., a boy of 12 months, was normal for 6 months when- 
the mother noticed the development of spasticity and blindness 
following an attack of fever. Two months later he developed 
generalized convulsions increasing in frequency until there were 
30 to 60 attacks in 24 hours. He had a generalized spasticity, 
microcephaly, and marked atrophy of the optic discs. A bilateral 
craniotomy was performed. Each opening extended from the sub- 
temporal region to within 4 inch of the sagittal sinus, measuring 
about 2 inches in width. There were a few mild convulsions the 
first 24 hours after operation, and none thereafter during the stay 
in the hospital. The baby ate beiter, his pupils reacted briskly 
to light. Three months later he had an infection and high fever 
with one convulsion and none since. He smiles and laughs, showing 
a definite improvement in general health and his mental responses. 

Case 5, male, 8 years. Psychotic and mentally defective epilep- 
tic. Right subtemporal decompression was performed. Operative 
findings were venous angioma in the right premotor area. Results, 
guarded; although general improvement is beginning to show. 

Case 6, A.A., female, age 2 years, cerebral spastic, mentally 
defective and epileptic. Left subtemporal decompression and oper- 
ative findings of venous angioma and adhesive arachnoiditis in the 
left premotor region. Epilepsy and the spasticity diminished and 
the prognosis looks promising. 

Case 7, G.K. Jr., male, 2% years, cerebral palsy, mental defec- 
tive and epileptic. Left subtemporal decompression with operative 
findings of adhesive arachnoiditis and scar, and venous angioma 
in the left premotor area. Improvement is seen, postoperative, and 
prognosis is better. 

Case 8, D.H.S., age 8 years. Severe athetotic cerebral palsy. 


Mild mental retardation. Operative findings: adhesive scar and 
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abnormal angiomatic vessels in the premotor area. Improvement 
showing and prognosis fair. 
Case 9, P.J.S., male, age 2% years. Hydrocephalus, cerebral 


palsy and epilepsy. Operative findings were adhesive arachnoiditis 


blocking the fourth ventricle. The child was doing fine for three 
days with normal temperature when the child contracted broncho- 
pneumonia and exitus on fifth day. 

Case 10, A.G.T., male, age 94 months, with cerebral palsy, 
mental retardation, and epilepsy. Right subtemporal decompression 
with operative findings of extensive brain lesion and _ grossly 
involved venous angioma over a large area with cerebral edema. 
The child was markedly mentally defective, and of the atonic cere- 
bral palsy type. He died 3 days postoperatively. 

Case 11, P.J.H., female, age 3 years, cerebral palsy and mental 
defective. Left subtemporal decompression with operative findings 
of adhesive arachnoiditis with venous angioma in the left premotor 
area. There is improvement in posture, motivation and under- 
standing. Good prognosis. 

Case 12, A.\W., male, age 6 years. Cerebral palsy, gross mental 
defect epilepsy, and asymmetrical skull. Left subtemporal decom- 
pression with operative findings of left arachnoiditis adhesions and 
venous angioma. General improvement is noticeable with fair 
prognosis. 

Case 13, J.E.G., female, age 2% years. Mental defect and cere- 
bral palsy. Left subtemporal decompression and operative findings 
of venous angioma bunched like a bundle of tangled worms with a 
dilated central vein in the left premotor area, She is showing 
very marked mental and physical improvement. This is quite 
noticeable only 2% months postoperatively. 

Case 14, S.L., female, age 1% years. Cerebral palsy, rigidity 
type, of left side of the body, with generalized convulsions, 20 to 
30 attacks daily, more or less continuous since 5 months of age. 
Child showed no intelligence responses at all. She made the rounds 
of hospitals and doctors. Right subtemporal decompression was 
performed. Operative findings were abnormal venous angioma, a 
bluish pulseless brain and marked abnormal vascularity in the area. 
There was also arachnoiditis adhesions which were removed and a 
thin serous fluid oozed out. The angioma vessels were removed 
by electric cautery. Soon as the dura was opened the pulseless 
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brain began pulsating strongly, and the color changed to a healthy 
pink. The next day the child sat up and ate well; has had no 
epileptic seizures since the operation. She shows an interest in 
her surroundings. The prognosis looks promising. 

It is interesting to observe the similarity of the brain pathology 
in practically all of the cases as that of venous angioma, other 
abnormal vascularity, adhesive arachnoiditis and cysts. The 
problem of the mentally deficient child is a tragic one, both to the 
family and to the community. From the scientific and the human- 


itarian standpoint, the neurosurgeon and the physician have a duty 
to perform to render help toward the solution of the mental defec- 
tive, especially when complicated by cerebral palsy and epilepsy. 


PSYCHOLOGICAL GUIDANCE AND EDUCATION 


In treating the mentally retarded child and rehabilitate him, we 
must first direct our attention to prepare the parents, relatives, 
the community in which he lives, physicians and teachers to accept 


him. Their scholastic capacities are as a rule less developed than 
their potentialities for social maturation. If we realize that the 
mongoloid child’s average developmental quotient is about 50 per 


cent or less, the parents should be governed as to what to expect 
from learning for their children. But this developmental quotient 
can be accelerated by proper therapeutic means at hand which 
should not be denied to any of the mentally retarded children. In 
this way they can be made more receptive for learning. Mentally 
retarded children who are loved are trustful, quiet and loving. If 
otherwise, they become restless, run amuck, and become destruc- 


tive. Parents and teachers should be familiar with this mood of the 
children and respect it in their techniques in handling them. 
Hormonal and chemotherapy alone are not enough to produce the 
optimum mental development of the mongoloid and the non-mon- 
goloid retarded child. Special attention has to be given to his 
emotional needs and to his peculiarities in learning. The parental 


attitude can often be recognized from the behavior of the patient. 
We must encourage the mentally retarded children’s parents not 
to be ashamed to take their children to places of interest, and to 
visit family and friends. Parents must not keep the children parked 
in their homes, and shut out from the rest of the world. Chaperoned 


socials and musicals are good. 
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Retardation may be due to many physical causes, such as brain 
lesions and diseases, to sensory and motor disabilities, to hearing 
and vision disturbances. These physical causes must be diagnosed 
and treated, before the retarded child could be adjusted emotionally, 
and be receptive for learning, and psychological guidance. 

We often find psychometrics and I.Q.’s grossly inadequate for 
estimating the child’s capacity and understanding. Then again, 
there is great danger in classifying the children into low LQ. 
brackets of certain types, such as morons, imbeciles and idiots, 
which stigmatization makes them human rejects. For the past 25 
years I have classified the mentally retarded children into a new 
intelligence and adaptability scale that conforms more within the 
scope of the child’s ability, capacity, talents and potentials. He 
is rated in accordance to his mental comprehension of names, 
places, things, numbers, persons and simple words in use every 
day into M-1 (good), M-2 (fair), M-3 (borderline to poor), and 
M-4 (poor). The M denotes mental comprehension, and the num- 
bers 1, 2, 3, and 4 represent the grade. This does away with any 
stigma labels which attachment rejects the children in society. 

A home program plan and special technique to help guide parents 
should be formulated to give their child the best possible home 
atmosphere, the best possible training to aid his development, eat- 
ing, dressing, bathing, personal hygiene, toilet and sleeping habits. 
It encourages the parents to work happily in the right direction 
and establishes a happy and healthy environment for the child. 

Training and educational facilities for the mentally retarded 
children of all ages and 1.Q.’s are as important as they are for 
the blind, deaf and mute. Every child is entitled to class placement 
in a public school of special classes with adequate equipment, and 
sympathetic teachers with proper qualifications for this work to 
offer an opportunity for them to learn no matter how slim one’s 
capacity may be. Only about 15 per cent of all our retarded 
children can be accommodated in special classes in our public 
schools, including private schools in New York State; the other 


85 per cent are neglected. The most precious years of childhood, 
rich and poor alike, pass without utilizing teaching and training 
facilities for development of all their senses and speech. The 
mothers become frantic and desperate, living with hopes and 
promises that cannot be realized. The Association for the Help 
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of the Retarded Children and other organizations, youth and 
parent groups of national, state and local scope are helping in a 
large way in bringing new projects forward, such as schools for 
parent education, work shop facilities. The latter should include 
the 13-to-18-year-old children, too, nursery schools to aid in 
developing toilet training and better habits for the children and 
children retardation clinics to diagnose cases and help school place- 
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ment for the children, and in extreme situations place custodial 
needs. 

There is a great need to develop more sources for speech 
therapy, play therapy, physiotherapy, psychological guidance for 
the children and parents, occupational therapy and workshops for 
all groups of children, music therapy, arts and crafts, and reading 
tutoring of simple everyday words and stories, to be within reach 
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of every child. Graph III illustrates the progress made by the 
children who receive proper therapy and psychological and work- 
shop guidance and training, and attain high levels of learning and 
accomplishments, compared to the untreated children, neglected, 
or lacking these opportunities of learning and training. 
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RUBELLA IN PREGNANCY. (Medical Journal of Australia, Syd- 
ney, 2:456, Sept. 19, 1953). A review of the investigations con- 
ducted in recent years by various authors shows general agreement 
on the lessening of risk of congenital malformation in infants whose 


mothers contracted rubella after the fourth month of pregnancy. 


The risk is very great after infection in the first four months, the 
proportion of affected children being 70 to 80%. Information is 
limited because of the small number of cases of rubella occurring 
during late pregnancy.—J.4.M.A. 
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new 3 year study’ shows 


“beneficial effect” of 


DESITIN 


OINTMENT 


the pioneer external cod fiver oil therapy 


in extensive dermatitis, diaper 
rash, severe intertrigo, 
chafing, irritation (due to 
diarrhea, urine, soaked diapers, etc.) 


Desitin Ointment is a 
non-irritant, non-sensitizing 


DESITIN OINTMENT achieved “signifi- 
cant amelioration” or practically 
normal skin in 96%% of infants 
and children suffering intense 


edema, excoriation, blistering, 


maceration, fissuring, ete. of con- 
tact dermatitis. This and other re- 
cent studies recommend Desitin 
Ointment as “safe, harmless, sooth- 
ing, relatively antibacterial”’...... 
protective, drying and healing.** 


blend of high grade, crude 
Norwegian cod liver oil (with 
its high potency vitamins A and 
D, to benefit local metabolism,! 
and unsaturated fatty acids in 
proper ratio for maximum 
efficacy), zinc oxide, talcum, 
petrolatum, and lanolin. Does 
not liquefy at body temperature 
and is not decomposed or 
washed away by secretions, 
exudate, urine or excrements. 
Dressings easily applied and 
painlessly removed. Tubes of 
1 oz., 2 oz., 4 oz.; 1 Ib. jars. 


int} . Helmer, C. w. 
samples and reprint’ available from Holmer, 8. and Grayzel, R. W. 


2. ring c. B. Sn ites H. G., and Kramer, B.: Archives 
of Pediatrics 68:38 


DESITIN CHEMICAL COMPANY 3. Behrman, T., Combes, C., Bobratt, A. and Leviticus, 


ind. Med. & Surgergy. 18:512, 1948. 
70 Ship Street @ Providence 2, R. |. 1950. 
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The sick child responds promptly to Terramycin and is 
back at play and school in record time. 
Excellent toleration and easy administration 
make Terramycin an agent of choice among 
pediatricians and their colleagues. The broad 
. spectrum of Terramycin’s effectiveness is 
known by years of experience to include 
infections due to gram-negative and gram- 
positive bacteria, spirochetes, rickettsiae, 
preferred certain large viruses and protozoa. 
pediatric 


ther e 
™ "Terramycin 


Brand of oxytetrecyciine 


Raspberry-flavored, non-alcoholic Terramycin 
Susrension and Terramycin Pepiatric Drops 
by children. In addition, Terramycin is supplied 3 4 
in a wide variety of other oral, as well as topical rapid 
and parenteral forms for individualized therapy. wide distribution 


prompt response 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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